This ar/icle was accep/edJar publica/ion July I, 1991 I n October 1986, after several years of planning, the occupational therapy Clinical Reasoning Study be gan. The original 2-year study spawned a series of related studies and educational projects that are ongoing. This paper considers how a collaborative process of research led not only to some important insights about the nature of clinical reasoning in occupational therapy practice (discussed in more detail in several other articles in this issue) but also to a wealth of practical implications for student education and staff development. The Clinical Reasoning Study represents collaborative efforts at many levels. Because of its singular importance to the profes sion, the original study and several subsequent projects have been jointly funded by the American Occupational Therapy Association (AOTA) and the American Occupa tional Therapy Foundation (AOTF). The core research team has been a collaboration among disciplines, consist ing of occupational therapists (Maureen Fleming, EJlen Cohn, and the second author), an anthropologist (the first author), and consultation from a philosopher who is an expert on professional reasoning (Donald Schon).
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Initial funding supported a research contract with the principal investigator, the first author. From its onset, the study was designed to examine how therapists rea son, what features characterize expert as compared to novice reasoning, and how students and experienced cli nicians might most effectively be guided in the develop ment of their reasoning. Expanded in 1988, the contract also allocated funds for the development of educational materials based on the research findings under the direc tion of Fleming. With this expansion, a second collabora tive component was introduced that concerned the cre ation of a stronger connection between practice and education. In 1989, AOTA and AOTF established the Insti tute for the Study of Clinical Reasoning in Occupational Therapy at Tufts University in Boston, Massachusetts, also under Fleming's direction. This investment of funds was matched by the university. The institute provides sti pends for graduate students doing research in clinical reasoning and offers a summer institute program for clini cal and academic faculty to study educational elements concerning the clinical reasoning of occupational therapists.
The design of the study was strongly influenced by the work of Schon (1983 Schon ( , 1987 , in which he argued that knowledge in a practice profession emerges through the transactions between profeSSionals and their clients and that although prior theoretical knowledge is critical, no prior knowledge is ever adequate to solve the puzzles presented by the unique needs of the individual client. Therefore, although the content of one's professional education is important, the ability to reflect in action, that is, to think in the midst of doing, ultimately determines the quality of the practitioner's work. Thus, the present study was designed to focus on the reasoning pro cesses used by practitioners so that we can learn how to improve the basic professional education of occupational therapists.
The design of the Clinical Reasoning Study generat ed considerable interest locally, and the third collabora tive element was born. Members of the faculties of local programs in occupational therapy were qUick to recog nize the excitement generated by the research process. They made it possible for their students to participate in the study in various ways. Four graduate students from Tufts University and Boston University worked as re search assistants and wrote master's theses based on the data they collected as part of the study. Faculty members, too, attended research sessions whenever possible. Pro grams represented regularly and frequently included Bos ton University; Tufts University; University of New Hamp shire, Durham, New Hampshire; and Worcester State College, Worcester, Massachusetts. These faculty mem bers contributed substantially to the discussions and data analysis sessions, as did many of the master's degree students who were, in their own right, highly seasoned clinicians.
But it was the unique design of the study that gave rise to the strongest and mOSt important element of col laboration. The study used an ethnographic approach combined with action research. Although action research takes many forms, it requires collaboration between those doing the research and those whose practice is studied.
Collaborative Ethnography: Combining Action Research With Anthropology
A growing confluence exists between recent methodolog ical turns in ethnographic research and the basic prem ises of action research, particularly concerning the role of the research subject. Within anthropology there is a strong critique of the traditional belief that valid, or objec tive, research requires a strict separation between the researcher and the subjects. Much of this recent critique points out the essential role of the native informant as a co-investigator working with the outside anthropologist (Clifford, 1988; Marcus & Fisher, 1986) . Even in cases where the ethnographiC researcher has not acknowl edged it, most good ethnographic studies have relied heavily on collaboration with one or a few members of the social group under study.
The action research component of this study became much more important than the research team initially anticipated. Originally, the primary intent was to conduct a 1-to 2-year ethnographic study focused on the descrip tion of clinical reasoning as it was manifested in concrete practice situations. Data collection was to consist of the usual anthropological techniques of participant observa tion and in-depth interViewing, accompanied by video taping of treatment sessions between participating thera pists and their clients.
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The action research component, which grew as the study progressed, differed from certain action research traditions. A common mode of action research involves research subjects joining with researchers from the start in defining the problems to be investigated (Elden, 1981; Forester, in press; Foster, 1972) . This did not occur. The research problem and method were developed prior to the selection of a research site and involvement of those therapists who were studied. Also, the research problem was more typical of basic anthropological research than of action research because it was a theoretical problem rather than a directly practical one. In action research, the problem is typically devised collaboratively with the re search subjects and is directed to solVing certain practical problems. Action research often involves data collection and analysis that is used to inform some organizational aetion.lt is research for action (Borda, 1979; Greenwood, in press ). Much action research has taken place in work organizations, where various work groups or work teams, from managers (Argyris, 1964 (Argyris, , 1979 to workers at the bottom of the organizational ladder (Elden, 1983; Oquist, 1978) , identify work problems that they want to solve. By contrast, this study did not initially address any concrete problems.
The study's action research slant was not strictly acci dental, however. It emerged from an initial commitment by the researchers to be as collaborative as possible. They invited the therapists being studied to examine their own practice with the research team. This was an experiment in collaboration. It crossed disciplinary boundaries and traditional academic and practice boundaries. It com bined the theoretical interests of the research team with the practical and professional interests of the therarists It served as an experiment in haVing clinicians reflect on their practice. This degree of participation opened the doors for a much more extensive and practical action research project.
Inviting the participating therapists to use this re search as a place to reflect on their own practice used one important action research tradition that is perhaps most common in applied anthropology, particularly socially radical third-world development projects. Here the ac tion of participatory research is often directed less at solVing immediate work-related problems and more to ward encouraging a deep reflection on practice. This has the potential for taking a far-reaching and transformative turn by provoking inquiry into underlying values and be liefs. Freire's (1970) pioneering action research projects around literacy education in developing countries fo cused on reflection as an impetus to social change. In Freire's work, participants -the very poor illiterate -be come researchers of their own cultural practices, and in the course of learning how to read, they were asked to reflect on their central underlying assumptions about their world. Literacy education becomes a place for cul ture critique. It is intended to propel participants intO a process where they recognize that their deep beliefs about the world are not necessarily inevitable but are, to a great extent, man-made and can potentially be remade.
The Clinical Reasoning Study also focused on inquiry into practice as a form of action in its own right, one that might lead to recognition, if not critique, of underlying tacit values and beliefs guiding professional practice. There was a concern to use the research as a place for participants to become reflective not only about their skills and competencies or immediate problems but about the basic assumptions embedded in their profes sional culture as these assumptions became apparent in their day-to-day practice.
The process of conducting a study in which partici pants gradually became increasingly invested in studying their own clinical practice is described more concretely below.
The Research Process
The site selected for the Clinical Reasoning Study was a 900-bed acute care hospital with some rehabilitation wards. The occupational therapy department consisted of 14 therapists working in a wide variety of specializations: acute neurology and cardiology, oncology, psychiatry, a regional spinal cord unit, an outpatient hand clinic, and an outpatient pediatric clinic. Senior therapists from each of these departments became involved in the study. Ini tially, four experienced therapists volunteered to take part. This number gradually expanded to seven senior therapists, and finally, as the project grew into its second year, it became a staffwide research project.
A critical aspect of the research design was that clini cal reasoning was studied as part of the whole therapeutic process, from initial assessment to discharge. Because the entire clinical process, not just assessment, was exam ined, this study yielded a different understanding of thinking in occupational therapy than is sometimes de scribed in the classroom or in textbooks.
We assumed from the start that clinical reasoning is a thinking process that develops over time as thera pists interact with patients, and therefore the study should strive to understand and describe it as an un folding process. We examined the therapists' reasoning in the context of their interventions with their clients. This produced a more individualized and untidy, though far more intricate, conception of the reasoning process. The therapist's mental process was always placed within the social and interactive context that triggered it, namely, work with specific clients in par ticular clinical settings.
Data were collected in three ways: through partici pant observation; through in-depth interviewing of thera pists (and sometimes of patients as well); and through the videotaping of clinical sessions between therapists and patients.
The research was divided into three phases, moving from open-ended field observations that relied heavily on naturalistic observation, to more focused interviewing and videotaping of therapists and clients, and, finally, to data analysis. We spent the first 4 months of the research observing therapists by attending assessment and treat ment sessions, staff meetings, and lunch hours. Observa tions were recorded through field notes. This first phase allowed the research team to become familiar with the setting, with the pace and schedule of the therapists, and with the range of clinical problems that the therapists addressed. It also permitted observations of the thera pists' interactions with each other, with other colleagues, and with clients. It allowed the research team to begin to understand the world in which these therapists Jived, that is, the professional and institutional context in which they made their clinical decisions.
The second research stage was more focused. Thera pists were videotaped treating their clients. They were also interviewed before and after sessions. Clients were sometimes interviewed as well. In addition to these high ly detailed interviews about particular sessions, the thera pists were asked to provide larger histories of their work with the clients being Videotaped. In interviews, thera pistS were asked to tell, in rich detail, the story of the session. They were also asked to identify what they saw as key decision pointS, dilemmas, and surprises. Their sto ries and their experiences of frustration or surprise all served as cues to the underlying assumptions and theo ries that guided their reasoning. Finally, they were asked to talk directly about their rationale and their theoretical assumptions in making particular decisions.
The final research stage involved analysis of the data. By the time the data were finally collected, there were approximately 2,000 pages of field notes and written tran scripts taken from videotapes of sessions and audiotapes of the accompanying interviews. There were also approxi mately 30 videotapes of clinical sessions.
The three stages of the research process overlapped. Analysis actually began as the first field notes were written up and distributed among research team members. This is typical in ethnography. The ethnographic approach is essentially iterative; data gathered early in the process are examined and used to help in the continual redesign and modification of the data collection process. In the Clinical Reasoning Study, the initial data from the field-note stage were invaluable in informing the design direction of the more focused data collection that followed.
The research shifted from a purely ethnographic study to an action research study in the process of data analysis. The therapists whose practices were being stud ied were asked to analyze videotapes of their work with clients and transcripts of their own interviews. The first group session in which the research subjects met togeth er with the research team to begin collective analysis of the data occurred in December 1986, just 2 months after data collection had begun. These meetings continued throughout the 2 years in which the study took place. As the research project moved into its second year and into an increased emphasis on analysis, regular meetings were held with participating therapists at the hospital, where the team engaged them in structured analyses of their own Videotapes.
During the group sessions, the therapists were asked to "teU the story" that they saw in a videotaped session of a therapist treating a client. The videotapes were viewed by all members of the group, and each therapist told a different story about what she had seen. The therapists were often asked to watch a videotape of a clinical session as though it were an unfolding story that they were reading or perhaps even a whole novel. They were then asked to title the novel and the chapters within it. This interpretive strategy high lighted the differences in the overall meaning that each participant assigned to what was going on as well as the differences in how the videotaped session could be chunked as parts that contributed to the general themes they had identified in their story titles. These were usually followed with other interpretive exercises.
Some examples of these exercises follow One exer cise emphasized clinical work as action among multiple actors (e.g., therapist, client, other medical staff, family members). In this exercise, the group members were asked to title the story of the Videotape segment from the therapist's perspective. They then watched the same vid eo segment again and were asked to rename it from the patient's perspective. In a second exercise, the group members were instructed to identify what story they thought the therapist in the tape was trying to enact and then to identify what strategies or decisions the therapist appeared to be using to bring that particular clinical story about. In a third exercise, the subjects examined a video taped session as a drama and described the nature of the dialogue. A fourth, especially fruitful, exercise had the group finding places in a videotape where they saw the therapist getting stuck in trying to carry out some clinical activity and identifying the strategies that the therapist used to extricate himself or herself from the situation.
These exercises emphasized the many ways that therapists (and researchers) could interpret the san,e segment of practice. It undermined the view that there is one right answer about what to do in a particular situa tion. The interpretations and suggestions that the thera pists made about what was going on in a videotape seg ment revealed their assumptions about what constitutes good practice.
Creating Clinician-Ethnographers
The therapists who participated in this study would be surprised to hear themselves described as ethnographers of their practice. But in one important sense, they took on this role as part of their involvement in this research.
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Ethnography is commonly associated with data collection that relies heavily on living with the people one studies and participating in their lives, if only as an observer who sits nearby taking notes. The 14 occupational therapists in this study were not ethnographers in this sense. How ever, in the course of reflecting on their practice, they became ethnographers in another sense.
Recently, the primary task of ethnography has been redefined, beginning with Geertz's (1973) seminal essay on ethnography as "thick description." Ethnography has come to be viewed more as a process of production than of data collection, and what ethnographers produce are written texts. They take the actions they observe and the oral discourse they overhear or elicit and transform that into written form. The fact that ethnographers write things down was considered trivial but now has become recognized as critical to a kind of anthropological reflec tion on practice that is available to the note taking, analyz ing observer but not necessarily to the people being studied.
Writing down things that people do or say involves a kind of fixing of actions that would otherwise disappear (Ricoeur, 1981) . \Xthen we do something or when we speak, these actions come and go; they are ephemeral moments in an ongoing process of getting things done in the world Because they disappear, it is difficult to step back and reflect on them or to ask others to reflect on them. When we function as practitioner, that is, as actor, we rareJy have time to stop and think about the signifi cance of what was just done or said because we are busy getting on with the next thing. But all action, to follow the philosopher Ricoeur, can be understood as a kind of text. Ricoeur argued that human action has features that make it amendable to interpretation through the creation of written texts. Geertz (1973) and anthropologists who have fol lowed his path (Clifford, 1988; Clifford & Marcus, 1986; Crapanzano, 1980; Marcus & Fisher, 1986) note that eth nographers study human actions and do so by inscribing passing moments of action through writing. They are scribes of a sort. They record what they observe and what they hear. In so doing, they create a written record that can be perused by others, one that can be compared with other texts and examined by many people with various perspectives. This allows a level of reflection and analysis not available without the ability to transform actions from their natural context as disappearing objects into objects that stand still.
In this study of clinical reasoning, we fLXed the ac tions of the occupational therapists in three ways. First, we, the research team, acted as scribes; we wrote down what we saw and heard, and these field notes became one form of written record. Second, we audiotaped and tran scribed interviews with the therapists. Third, we video taped the clinical sessions, again turning talk into written words. The group sessions drew on the transcriptions of interviews and particularly on the videotapes as a basis for reflection, Although the occupational therapists studied did not collaborate in generating these records of their practice, they did collahorate in their interpretation of the inscriptions that were made, The significant feature of this ethnographic fixing of ephemeral actions is that once a record has been created, it can be recognized as just one possible version of the actions it represents, and any discussion of raw transcrip tions and videotaped footage of clinical work offers a further interpretive version of the original representa tion, This layering of interpretation on interpretation is part of the ethnographic process, Ethnographers take their field notes, audiotapes, and videotapes (each of which is already an interpretation) and create more com plex written texts, Ethnographers interweave and offer theoretical analysis of the raw data through the making of the written text. The partiCipating clinicians entered at this second stage of interpretation.
The participating therapists' efforts at interpreting texts based on their own actions greatly influenced their perceptions of practice, The videotapes that were viewed were always of an occupational therapist who was a mem ber of the group, This meant that group members were offering multiple interpretations of a session that one of them had conducted, The variety of interpretations that emerged from the viewing of a videotape, therefore, had a powerful effect on the group participants, Overall, the multiplicity of interpretations allowed the therapists to view their own interpretations of their clinical sessions as just that -interpretations -rather than as mirror images of how things are, This multiplicity of perspectives raises an important issue, If there is no one right answer, does this mean that any interpretation is as good as any other? Definitely not, During analyses of videotapes, what often occurred was that a more complex story was developed that integrated many of the particular stories that the therapists had told, Practice is so complex that many things occur simulta neously, and during analysis, different therapists often recognized different aspects of the situation, Each story represented one view of the session, This range of inter pretations proved to be one of the most useful features of group viewings, Therapists whose tapes were being viewed often commented that these analysis sessions al lowed them to see more of the complexity in their work, because others saw things going on to which they had been blind, In effect, these multiple interpretations were like so many spotlights lighting up the therapeutic stage, allowing the therapists to see more clearly and fully what was occurring in a session, The presence of multiple points of view also helped the therapists to recognize that what they were seeing with a patient was not necessarily aU there was to see, Sometimes the therapists reframed their interpretation of a client because of group discus sion (Schon, 1983 (Schon, , 1987 , There were times when these multiple story inter pretations did not blend nicely into a single overarching story, but instead, reflected different ways of seeing the same clinical interaction, These were difficult analysis ses sions that pointed toward certain key disagreements about what constituted appropriate therapy, The strong est disagreements were not about the therapist's Skill, medical knowledge, or even theoretical frame of refer ence, but about whether a therapist was adopting a prop er professional role or whether a therapist was dealing with the personal and social issues a client was having because of a disability The educational value of raising these differences was that they highlighted deep assump tions and values that the therapists held about what their role with patients should he or what clinical problems were appropriate to address, Often, these assumptions were held taCitly, which meant that they were not made available for questioning, But during analysis, when dis agreements became sharp about how to interpret a ses sion, tacit assumptions began to be uncovered, thereby allOWing the therapists to reflect more explicitly on the professional and personal values that influenced how they practiced,
Conclusion
Not all professionals are willing to look closely at their own practice, particularly in the company of coUeagues, The success of action research depends on the willing ness of the research subjects to be deeply reflective and open, We on the research team found the Clinical Rea soning Study to be the most rewarding study that any of us had ever undertaken, and this is due almost entirely to the intense interest that the therapists under study evinced in examining how they worked with clients, Per haps there is something unusual about occupational ther apy as a profession that encourages this openness, Cer tainly, neither Donald Schon nor the first author, who have done action research studies with other professional groups, had ever seen this level of commitment.
Although the team was extraordinarily lucky to find such a good research site, it is now clear that this open ness to reflection was not a feature peculiar to this hospi tal setting, A:s the interest in clinical reasoning has grown, other occupational therapists in other clinical settings have begun similar experiments in reflecting on practice with their staffs, Additionally, professors in several aca demic programs have introduced clinical reasoning courses to graduate and undergraduate students and have reqUired that the students be reflective about their initial experiences in affiliations, This has sometimes in volved collaborative ventures between academic and clinical settings, as at Thomas Jefferson University in Philadelphia, Pennsylvania, or Dalhousie University in Halifa,'(, Nova Scotia, Although all of this experimentation in reflection on practice is still in the early stages, the clinical and aca demic entrepreneurs who have been trying out new teaching and staff development projects have often met with more success than they had anticipated. This seems to say two things about current practice in occupational therapy. First, many therapists are starved to talk about their practice in a way that is neither highly judgmental nor constrained by a medicalized discourse (i.e., chart talk), which emphasizes the pathology and biological dys function rather than the social, cultural, and psychologi cal aspects that influence how a particular patient is adapting to dysfunction. Many therapists in the Clinical Reasoning Study were particularly eager to reflect on the phenomenological aspects of treatment, that is, on how they were treating the illness experience of a particular patient in a particular life situation. (For further discus sion about treating the illness experience, see the articles by Fleming, 1991 , and by Mattingly, 1991a , 1991b , in this issue of AjOT.) The way in which reflection was struc tured in the Clinical Reasoning Study gave the therapists the freedom ro discuss these aspects of practice and le gitimized those discussions. Second, therapists in practice often speak of their frustration at pushing patients through a system without time to reflect on their treatment or to individualize it in a way that they value professionally. An aerion research or staff development project will not solve the problems of shortened hospital stays, but such reflection can build clinical reasoning skills that will help therapists devise more individualized, appropriate treatment strategies, even in quite rigid systems. Furthermore, experienced clinicians are better able than novices to recognize how to bend the rules within the system to improve treatment.
Although clinical reasoning appears only to be about an interaction between a client and a therapist, an important aspect of clinical reasoning concerns how the therapist can devise a realistic individualized program for clients and argue for it to colleagues. A5 therapists in the Clinical Reasoning Study began to reflect on their practice, it be came increasingly apparent that their success depended partly on their capacity to argue their case to influential colleagues, such as physicians, within the hospital sys tem. In refleering on the videotapes of practice, the thera pists became more adept at making their thinking more explicit. This, in turn, gave them more confidence in pre senting their perspective, which often conflicted with that of other health professionals.
Although Polanyi (1967) was correer in speaking of praerical knowledge as largely tacit, careful reflection on actual situations of praerice can help in the articulation underlying assumptions, values, theories, and hypoth eses. In the Clinical Reasoning Study, reflection did not focus on judging the rightness or wrongness of a particu lar treatment technique, but instead, on making the tacit explicit. This is invaluable in building professional confi dence. It is especially critical for professionals, such as 
